Acute gastric dilatation presenting 15 months after a percutaneous endoscopic gastrostomy is reported. The gastric dilatation was associated with local sepsis around the gastrostomy and resolved after removal of the gastrostomy tube. (Gut 1993; 34: 859-860) Although a number ofminor and serious complications have been associated with percutaneous endoscopic gastrostomy,' the morbidity of the procedure is low2 and percutaneous endoscopic gastrostomy feeding is widely used.3 With increasing usage new complications related to percutaneous endoscopic gastrostomy are likely to be recognised and we report, for the first time, 
Although a number ofminor and serious complications have been associated with percutaneous endoscopic gastrostomy,' the morbidity of the procedure is low2 and percutaneous endoscopic gastrostomy feeding is widely used.3 With increasing usage new complications related to percutaneous endoscopic gastrostomy are likely to be recognised and we report, for the first time, the development of acute gastric dilatation as a delayed complication of percutaneous endoscopic gastrostomy feeding.
Case report An 83 year old woman presented with a two year history of intermittent but progressively worsening dysphagia and weight loss. A barium swallow showed a smooth gradual tapering of the distal oesophagus with considerable delay in emptying into the stomach and no gastro-oesophageal reflux. The splash. An abdominal radiograph showed massive gastric dilatation (Fig 1) .
Nasogastric suction yielded over 1500 ml of fluid for each of three consecutive days despite cessation of enteral feeding. She was treated with Co-amoxiclav 3 g/day to which both isolated organisms were sensitive. A gastrograffin contrast study did not show mechanical obstruction and the balloon of the percutaneous endoscopic gastrostomy tube could be seen in the stomach near the antrum and was not displaced (Fig 2) The late development of gastric dilatation in the patient makes it unlikely that the percutaneous endoscopic gastrostomy was directly interfering with gastric motility. Although formal gastric emptying studies were not done, contrast studies before insertion of the percutaneous endoscopic gastrostomy tube failed to show delayed gastric emptying, suggesting that a generalised motility disorder ofthe upper gastrointestinal tract was unlikely. Rapid improvement in gastric dilatation after removal of the percutaneous endoscopic gastrostomy tube suggests that the gastrostomy itself was implicated in the process. This was the first episode of infection at the gastrostomy site in this patient and the temporal sequence of events suggests that infection might have been an important predisposing factor in precipitating acute gastric dilatation.
No metabolic abnormalities were present in this patient and her only medication was isosorbide mononitrate and frusemide at the time ofthe complication. Ileus has been reported as a complication during the postprocedure period' but not as a delayed complication. The complication was not associated with any change in the rate of feeding through the gastrostomy tube (100 ml/ hour).
This complication highlights the continuing need for follow up of longterm percutaneous endoscopic gastrostomy patients in a specialised centre.
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